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For longer lasting results that lend a natural appearance, autologous tissue transplantation is an option. Among the autologous grafts, such as sternocleidomastoid muscle, fat, fascia lata, dermis and galea, superficial musculoaponeurotic system (SMAS) lip augmentations tend to fade minimally over time, results last at least 5 years and the procedure has minimal postoperative complications with natural results. 2 Additionally, while there has been success with autologous fat transplants, when compared to SMAS the longevity of fat transplants is less predictable due to varying resorption rates of fat, especially in the perioral area. For patients undergoing rhytidectomy, using SMAS for lip augmentation has the added benefits of being safe, easy to harvest, and economical ( Figure 1 ). Lipofilling is also associated with a higher rate of nodule formation in the adipose tissue. Other irregular appearances such as a "double lip" have been documented, due to migration of the transplant following constant movement in the perioral area when talking and eating, as well as the effect of ptosis due to gravity. 3 The purpose of this article is to describe a novel technique using an endoscope sheath to transfer SMAS for lip augmentation. 
CASE DESCRIPTIONS

TECHNIQUE
The lips are infiltrated with 2 cc each of lidocaine 1% with epinephrine. Following this step, a V incision (point towards commissure) is made in the vermilion 0.5 cm medial to the lateral commissure in lower lips ( Figure 2 ). Then, using narrow tenotomy scissors, a submucosal tunnel is created to avoid arterial injury with blunt dissection across the lip, with care being taken to stay centred. The SMAS grafts are then trimmed of irregular fatty or muscular outcroppings until smooth narrow cylindrical shapes are achieved. It is best to try to have each component (fascia, muscle, and fat) extend evenly across the length of the graft. The length of the graft is usually 6 to 8 cm, the width of the graft may vary between 5 and 10 mm and the thickness between 3 to 5 mm, depending on the desired correction and the amount of material available (Figure 3 ). After the 5 mm endoscope is guided through the submucosal tunnel (Figure 4 ), one end of the graft is gently guided through the endoscope sheath using 
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suction. Once pulled through, some manipulation of the graft within the sheath of the endoscope is performed to ensure that the graft slides smoothly, thus minimizing postoperative lumps. The endoscope is removed leaving the graft within the tunnel, and the lips are then stretched manually from the central point upward and downward, respectively. During this manipulation, the protruding ends of the graft will be seen to pull into the submucosal tunnel. The ends of the grafts are then trimmed with the lips stretched, leaving about 0.5 cm excess, which is then pushed into the tunnel with smooth forceps. The incisions are then closed with three interrupted sutures of 5-0 chromic each. It is important to avoid suturing the ends of the graft into the closure; the grafts should be allowed to move freely in order to avoid postoperative constriction on smiling or mouth opening. Results are natural and long lasting ( Figure 5) . A video demonstrating the technique is available as Supplementary Material at www.aestheticsurgeryjournal.com.
DISCUSSION
Although SMAS harvesting is more invasive than using synthetic fillers, it produces a long-lasting, natural result and creates a pout or lip eversion which is difficult to obtain by using fillers alone. By using SMAS there is homogenous augmentation without lumps or nodules, and any initial asymmetry following the procedure is easily corrected with massage. 4 For the patient who desires both rhytidectomy and lip augmentation, using SMAS harvested during the rhytidectomy decreases operative time and donor morbidity. Also, if a browlift is done concurrently, the endoscope will be readily available. This technique does not require the central incision in the lip that is usually necessary when using tendon graspers to assist in maneuvering the graft through the tunnel. The use of suction applied through the endoscope minimizes rough manipulation and damage to the graft, and avoids additional trauma to the lips. Instead of pulling on and thus applying greater force to one end of the graft with an instrument to force it through the tunnel, the endoscope allows for tension to be evenly distributed along its length to better preserve symmetry.
Complications may include asymmetry, undercorrecting or overcorrecting, infection, hematoma, and creation of a false tunnel. Harvest of SMAS is inconvenient, invasive and unnecessarily risky in a patient who opts for lip augmentation without rhytidectomy. For this situation, scar tissue from Cesarean section sites or dermal fat grafts from other scars may be used with the endoscope instead. Other obstacles to the utilization of this technique include access to a 5 mm endoscope.
CONCLUSION
The above-described suction-assisted endoscope sheath technique may have some significant advantages over both synthetic filler options as well as other forms of autologous tissue transplants and should be considered for the patient desiring lip augmentation. 
